0094: Left atrial appendage sizing for percutaneous occlusion with Amplatzer cardiac plug: a multimodality imaging approach  by Selmi, Wieme et al.
© Elsevier Masson SAS. All rights reserved.
 
Archives of Cardiovascular Diseases Supplements (2016) 8, 41-50 41
Topic 03 – Echocardiography/Cardiac imaging
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Background The morphology of the LAA is extremely heterogeneous.
Acurate sizing of the landing zone is crucial for the optimal choice of the
device diameter. Cardiac CT has been shown to provide acurate measurement
of the LAA. TOE and selective LAA angiography can provide discordant
results during the procedure, and there is no consensus about the most reliable
imaging modality.
Aim Compare the sizing of the LAA using a multimodality imaging
approach.
Methods and results We retrospectively included 45 patients (aged
67.6±6.2 years) who underwent LAA occlusion using the Amplatzer® cardiac
plug (ACP). Mean diameter of the landing zone was determined using the dif-
ferent imaging modalities: MPR for cardiac-CT and 3D TOE, multiple angle
view at 0, 45, 90 and 120° using 2D TOE, and monoplanar projection (RAO30°
cranial 20°) for angiography. High intra and inter observer reproductibility were
found for diameter (r=0.93 and 0.87, p<0.01 respectively with mean difference
of –0.1mm [–1.9; +1.8] and –0.2mm [–2.9; +2.5] respectively) and area mea-
surement (r 0.94 and 0.88, p<0.01 respectively, with a mean difference of
0cm2 [–0.15; +0.16] and 0cm2 [–0.9; +0.9], respectively)of the landing zone by
CT. 2D TEE mean diameter was underestimated compared to CT (–2.6mm
[–3.1; +8.3]) that was reduced to –1.8mm [–3.6; + 7.1] when a 120° view was
available. 3D TEE also underestimated LAA diameter (-2mm [–2.7; +6.7]).
Angiographic diameter was weakly correlated with CT (r=0.35, –1.4mm [–5.7;
+8.5]).
Conclusions We found significant variability in the sizing of the LAA
landing zone, using different imaging modalities. 3D data set provided by Car-
diac-CT and 3D TOE looks interesting to get a complete overview of LAA
anatomy. Multiple angle view from 0 to 120° are mandatory when using 2D
TOE. Monoplanar LAA selective angiography seems not acurate for LAA
sizing and may be avoided when non invasive imaging modalities are
available.
The author hereby declares no conflict of interest
0437
Impact of RV involvement on LV remodeling after acute MI
Teodor Vasile* (1), Raphael Dautry (2), Mathilde Baudet (2), Damien
Logeart (2), Helene Vernhet Kovacsik (3), Philippe Soyer (3), Jean-
Jacques Mercadier (4), Marc Sirol (5)
(1) Hôpital Fernand Widal, Paris, France – (2) APHP-Hôpital Lariboi-
sière, Paris, France – (3) CHU Montpellier, Montpellier, France –
(4) APHP-Hôpital Bichat-Claude Bernard, Paris, France – (5) APHP-
Hôpital Ambroise Paré, Boulogne-Billancourt, France
*Corresponding author: teddyvasile@gmail.com (Teodor Vasile)
Objective The purpose of this study was to investigate the impact of the
right ventricular involvement as assessed on cardiac MRI (CMR) in patients
with reperfused acute myocardial infarction (AMI).
Materials and Methods 147 patients with reperfused AMI were included
in a prospective multicenter study (clinical trials: NCT 01113268). All patients
underwent CMR imaging within 4 days following primary percutaneous cor-
onary intervention (PPCI) and at 6 months follow-up. Right and left ventri-
cular volumes and function were retrospectively calculated using dedicated
software. Data study consisted of topography and size of myocardial infarction
and of the microvascular obstruction measurements. Right and left ventricular
remodeling were defined as end-diastolic volume (EDV) increase >20
between immediate CMR and 6-month follow-up. The presence of RV infarc-
tion was compared with the prevalence of LV and RV remodeling.
Results All patients were successfully reperfused within first 6 hours after
chest pain onset.
Location of AMI was as follow: 82 (56%) had anterior MI, 44 (30%) had
inferior MI and 21 (14%) had lateral MI. RV infarction was observed in
50 patients (34%) of the cohort. RV remodeling did not occur alone. It was
observed in 51 patients (34.7%) and was associated with LV remodeling. A
strong association between right and left ventricular remodeling was noted
(p=0.027).
Conclusion RV involvement in AMI is not rare and is a good predictor of
LV EF impairment at 6 months. LV and RV remodeling are strongly associ-
ated. LV infarct size and microvascular obstruction do not influence RV
remodeling but have an important role in LV remodeling.
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Purpose Peridevice leaks after left atrial appendage (LAA) closure with
the Amplatzer® Cardiac Plug (ACP) have been reported using trans oesopha-
geal Echocardiography (TOE), but this evaluation is challenging, and the few
available data are inconsistent. There are currently few data regarding the
evaluation of cardiac CT (CT) for peridevice leaks detection. We aimed to
assess the incidence and the related factors of ACP peridevice leaks using CT.
Methods Cardiac-CT using a multi-phase protocol and a second-generation
dual-source-CT-system was performed in 45 patients with non-valvular atrial
fibrillation 24h before the procedure and 3 months after LAA closure with
ACP. Peridevice leak was defined as a presence of opacification of the LAA
by the contast agent. 
Results Fourty three patients were included, aged 73±9.4 years. ACP size
compared to mean diameter of the landing zone measured by CT was over-
sized by 2.7±2.2mm. Peridevice leaks were found on CT in 18 patients
(41.9%). The rate of peridevice leaks was lower among patients in whom the
ACP oversizing was <3mm based on CT measurements compared to an over-
sizing of the device >3mm, 23.5% and 55% respectively, p=0.052. The size of
the LAA landing zone did not correlate significantly with the presence of per-
idevice leak (20.6±3.7 vs 21.5±4.2mm, p=0.47). The shape of the LAA was
not associated with peridevice leaks (p=0.39). Clinical outcome with a mean
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